Introduction
Small bowel diverticula are uncommon. In a postmortem series of 218 consecutive examinations duodenal diverticula were found in 2.8% and jejunal or ileal diverticula in 4.6% of cases (1) . They are usually asymptomatic but may cause malabsorption, haemorrhage, diverticulitis or perforation. The rarest complication is obstruction due to an enterolith forming within a jejunal diverticulum (2) .
Case history
A sixty-eight year old man presented with abdominal pain and vomiting of forty-eight hours duration. His abdomen was distended, tender and high-pitched bowel sounds were heard. He had no medical history of note.
X-rays were consistent with a clinical diagnosis of small bowel obstruction and after a period of fluid resuscitation and a naso-gastric suction, he was taken to theatre.
At laparotomy a single, large enterolith was found obstructing the distal ileum and multiple jejunal diverticula were noted, some containing other enteroliths. No other abnormalities were discovered.
As the diverticula were confined to a short segment and contained multiple enteroliths the segment was excised and a single layer anastomosis was performed.
The patient recovered and is well after nine months of follow-up.
Discussion
Jejunal diverticula may be congenital or acquired. Congenital diverticula appear on the anti-mesenteric border of the bowel (3). They contain all three layers of the intestinal wall rather than adult jejunal diverticula which are composed of mucosa and submucosa protruding through the muscle coat and appear on the mesenteric border of the bowel. The adult -type are thought to be pulsion diverticula arising due to intestinal dyskinesis (2) .
Enteroliths arise in diverticula as abnormal bowel motility and stasis promote bacterial overgrowth. This leads to bile salt deconjugation and precipitation, with foreign bodies such as undigested food particles providing a nidus (4) .
If possible, the enterolith should be broken up manually and milked into the colon. If this cannot be achieved, the enterolith should be removed via a proximal enterotomy (5) .
Bowel resection is recommended in the presence of inflammation, necrosis, perforation or if multiple diverticula with enteroliths are present (6) .
